On January 24th, about five and one-half months after the acute mastoiditis, he was again admitted to the Harlem Hospital, complaining of some pain and a profuse discharge from the right ear.
On examination a large sequestrum was found lying nearly detached in the external auditory canal. This was removed and the discharge and granulations quickly improved.
The following tests were made: Caloric (cold), right side negative; left side positive. Rotation test to the right, nystagmus fourteen seconds; rotation to the left, nystagmus nine seconds, i. e., stage of compensation. The right cochlear nerve was nonreacting. The left was about normal and there was no reduction in the bone conduction for the C fork.
Description of the Sequestrum.-The greatest diameter of the sequestrum is seventeen millimeters and extends from a point 2.5 millimeters anterior to the canal of the first turn of the cochlea to a point in' the nonampullated end of the external semicircular canal, four millimeters posterior to the vestibule.
The greatest width (ten millimeters) extends through the inner wall of the vestibule.
The following principal landmarks can be made out: The internal wall of the ampullated end of the posterior semicircular canal, the end of the nonampullated end of the external semicircular canal, the common end of the posterior and superior semicircular canals, almost the entire inner wall of the vestibule with the fovea hemielliptica and the fovea hemispherica intact. the opening of the vestibular aqueduct, the recess and part of the circumference of the round window, the floor of about twa turns of the cochlea with the canal intact for three. millimeters in the first turn at the anterior segment. The lamina spiralis is plainly visible in a large part of the first turn. The modiolus is intact nearly to the helicotrema. A large part of the fundus of the internal auditory canal is present, showing. the openings for the cochlear and vestibular nerves. The upper internal part of the fundus where the facial nerve should enter the fallopian aqueduct is absent.
The modus operandi of labyrinthine sequestration is interesting, as pointed out by Braun, Friesner, and others.
The labyrinthine blood supply comes almost entirely from the internal auditory artery (arteria acustica centrala Sapolini)" which is one of the transverse branches of the basilar artery. Inasmuch as there is only a slight communication with the tympanic arteries, the internal auditory is practically a terminal artery.
When, therefore, inflammation attacks this vessel near the internal auditory meatus, shutting it off, the entire labyrinth dies. This then acts as an irritant to the perilabyrinthine cancellous bone. The resulting inflammation causes granulations to form there, finally producing a separation of the labyrinth en masse.
Another interesting feature was the absence of nystagmus. This is explained by the slow destruction of the vestibular nerve, compensation proceeding step by step with the lo£s of function of its different parts.
